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Impact of HIV Counseling and Testing on HIV-Infected
Men Who Have Sex with Men: The South Beach
Health Survey
William W. Dai-row,1'2'3 Robert D. Webster,1 Steven E Kurtz,2 Abraham K. Buckley,1
Kesuri I. Pat el,1 and Robert R. Stempel1
INTRODUCTION
Shortly after a serologic test was developed and
approved in 1985 to test for antibody to human im-
munodeficiency virus type-1 (HIV-1) in the United
States, the Public Health Service (PHS) announced a
national strategy to prevent HIV-1 transmission (Cool-
font Report, 1986). The strategy contained three in-
terrelated components: counseling and testing, referral
'Department of Public Health, Florida International University,
Miami, Florida.
Department of Sociology and Anthropology, Florida Interna-
tional University, Miami, Florida.
3Correspondence should be directed to William W. Darrow, De-
partment of Public Health, Florida International University, 3000
N.E. 151st Street, ACI-394F, North Miami, Florida 33181-3600
(e-mail: DARROWW@SERVAX.FIU.EDU).
for case management, and partner notification
(CTRPN). Americans who might have been exposed
to the virus that causes AIDS were encouraged to seek
counseling and testing (C&T) to determine their HTV-
antibody status (Centers for Disease Control, 1986).
Pretest counseling was designed to educate indi-
viduals about the course of HIV disease, inform them
of the advantages and limitations of the blood test,
and help them make an informed decision about tak-
ing the test. Posttest counseling was designed to give
people who decided to take the test their results, de-
scribe implications of test results for the health of in-
dividuals and safety of others, and assist those in need
to obtain follow-up services. Together, pretest and
posttest counseling intended to start individuals at
risk of HIV infection—or infected with the AIDS vi-
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1090-7165/98/060M115$15.00/0 © 1998 Plenum Publishing Corporation
The impact of HIV counseling and testing on sexual risk-taking and related behaviors re-
ported by HFV-infected men who have sex with men (MSM) was examined in a cross-sec-
tional study conducted among a representative sample of residents living in a resort area.
Participants provided specimens of oral mucosal transudate for HIV-antibody testing, were
interviewed in their homes, and completed a self-administered questionnaire. Specimens
were tested by modified ELISA and, if repeatedly positive, confirmed by Western blot. Of
205 men enrolled, 51 (24.9%) tested positive for antibody to HIV All 51 had been counseled
and tested for antibody to HIV-1 (median = 4 tests); 37 (74%) of 50 reported that their
most recent test was positive. TWenry (39.2%) said they had engaged in unprotected insertive
anal intercourse in the past year; 15 (29.4%) engaged in unprotected insertive anal inter-
course with partners who may have been susceptible to HIV infection. Men who reported
that their last HIV-antibody test was positive were three times more likely to have engaged
in unprotected insertive anal intercourse in the past year (45.9%) as those who did not know
they were infected with HIV (15.4%). Counseling and testing is ineffective as a measure for
promoting behavior change among HIV-positive MSM in South Beach. More effective social
and behavioral interventions must be developed, implemented, and evaluated.
Received June 10, 1997; revised Oct. 21, 1997: accepted Nov. 19, 1997
KEY WORDS: HFV testing and counseling; HIV prevention; impact evaluation; homosexual men; sexual
behavior.
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rus—on a path to behavior change (Centers for Dis-
ease Control, 1987).
Evaluations of C&T as a method of initiating be-
havior change have failed to demonstrate that it has
produced a significant and beneficial effect on sexual
or prophylactic behaviors (Phillips and Coates, 1995),
One study conducted in a Miami public health clinic
by Centers for Disease Control and Prevention
(CDC) and State of Florida epidemiologists suggested
that C&T had a deleterious effect on sexually trans-
mitted disease (STD) incidence by reinforcing risky
behaviors among those who were told they were HIV-
antibody-negative (Otten et al., 1993). In 1994 an Ex-
ternal Review Committee concluded that CTRPN was
ineffective in changing behaviors among persons at
risk and recommended that CDC develop more ef-
fective social and behavioral interventions to reduce
sexual risk-taking (CDC Advisory Committee, 1994).
Although C&T has been discredited as a
method of behavior change, CDC continues to sup-
port C&T through grants as high as $124,000,000
each year to state and local health departments to
find new cases of HIV disease and refer HlV-in-
fected individuals for medical assessment (Doll and
Kennedy, 1994). CDC argues that such expenditures
are justified for three reasons: (1) surveillance to de-
fine more precisely the extent of the problem of HIV
disease and national needs for medical care, (2)
biomedical intervention to identify individuals as
soon as possible after HIV infection so they can
benefit from immediate medical attention, and (3)
partner notification to warn others of their possible
risk of HIV infection. Disadvantages of this strategy
include: (1) early biomedical interventions may bene-
fit HIV-infected individuals by extending their quality
of life (secondary prevention) and postponing death
(tertiary prevention), but may hinder community ef-
forts in stopping the spread of HIV (primary preven-
tion), and (2) scarce resources invested in C&T
cannot be used elsewhere for effective social and be-
havioral interventions targeted for those at greatest
risk (Irwin et al., 1996).
This report examines how the national preven-
tion strategy promoted by CDC (CTRPN) may be
affecting decisions by HIV-infected men who have
sex with men (MSM) to have unprotected sexual ac-
tivities that could transmit the virus that causes
AIDS. MSM are of particular interest because they
have been suffering from the impact of AIDS to a
greater extent than others in the United States since
the epidemic was first recognized in 1981 (Lifson,
1992). Furthermore, recent reports indicate that
MSM may be returning to patterns of increased risk.
Prevention efforts focused on MSM in the early
1980s. Reductions in numbers of sex partners, in-
creases in condom use, and declines in HIV-infection
rates were linked to an organized response by gay
communities to the extensive problem described in
the mid-1980s (Centers for Disease Control, 1991).
However, more recent reports suggest a new genera-
tion of MSM is engaging in considerable sexual risk-
taking (Hays et al., 1990) and older men are becoming
less vigilant in their safer-sex practices (Ekstrand and
Coates, 1990). The major dependent variable of in-
terest in this investigation is the sex act most likely
to transmit HIV to uninfected MSM: unprotected in-
sertive anal intercourse (UIAI). This study examines
patterns of drug use and sexual risk-taking reported
by HIV-infected MSM residing in a resort area and
how UIAI is associated with sociodemographic char-
acteristics, knowledge of HIV-antibody status, sexual
partnerships and other lifestyle choices.
METHOD
A cross-sectional study with simple random sam-
ples of residential addresses, household units, and eli-
gible MSM was conducted from January 20 through
December 19,1996, in a four census-tract area of Mi-
ami Beach, Florida. The area contains the "Art Deco"
preservation district on the lower third of an island.
Commonly known as "South Beach," it is popular as
a vacation resort for homosexual (gay) men, other
Americans, and international tourists. South Beach
was operationally defined for our survey as census
tracts 42-45 of Miami-Dade County, Florida.
Sample
A three-stage sampling scheme was developed
to select a probability sample of MSM living in South
Beach. First, all residential addresses listed for South
Beach in the Miami-Dade County Property Ap-
praisal Department as of January 1, 1995, were re-
corded; then, 20% of the addresses were selected at
random for visitation. Second, field workers (mostly,
graduate students) from Florida International Uni-
versity (FIU) visited each address, determined the
number of household units, and, if four or fewer, at-
tempted to contact a resident in each unit. If the
household contained five or more units, field workers
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selected 20% of listed units at random for personal
contact. Third, field workers attempted to contact a
resident at each selected unit to determine if anyone
living there was eligible.
To avoid overrepresenting couples and under-
representing roommates who were not sex partners,
we decided to select eligible MSM living in the same
household at random. If more than one MSM living
in a household was eligible, potential participants
were selected at random by asking for the day of
each resident's birth. Eligible residents contacted on
an odd-numbered calendar day were considered for
participation if their birthday was on an odd-num-
bered day. Those contacted on an even-numbered
calendar day were invited to participate only if their
birthday fell on an even-numbered day.
Unmarried men 18 years of age and older who
reported ever having had sex with a man and having
been a resident of South Beach for at least 30 days
constituted the population of interest for our study.
For the purpose of ascertaining eligibility to partici-
pate, "ever having sex with a man" meant that the
eligible participant or his male partner ejaculated
while engaging in close, interpersonal sexual activi-
ties at some time during the participant's lifetime. If
a male resident for at least 30 days in South Beach
admitted to homosexual contact by our operational
definition, that man was considered eligible for par-
ticipation in our survey.
After an eligible participant was identified, study
procedures were described and informed consent was
sought. Consent forms, questionnaires, and other
study materials were only available in English be-
cause a pilot study of gay bar and club patrons con-
ducted 1 year earlier in South Beach by FIU students
indicated that very few MSM could not read and
speak English. Participation was completely anony-
mous. No personal identifying information was re-
quested or recorded. Follow-up of individual
participants was impossible under the conditions of
this cross-sectional study.
Data Collection
MSM who gave voluntary, informed consent
were interviewed for sociodemographic characteristics
and current health status, alcohol and recreational
drug use, and experiences with HIV testing. Patterns
of geographic mobility and participation in social ac-
tivities, such as attending gay bars and nightclubs,
were included in a 25-item, standardized interview
guide. During the interview, participants were asked:
(1) "How many times have you had the AIDS virus
(HIV-antibody) test?" (2) "When was your last test
for the AIDS virus?" and (3) "Where have you gone
to have your blood tested for the AIDS virus (HIV)?"
Personal interviews were conducted by field team
members who were trained in didactic and role-play-
ing sessions and were supervised by more experienced
graduate students, staff, and faculty members. Inter-
views were conducted in private at the participant's
place of residence in South Beach.
Participants were also asked to complete and re-
turn a 25-item, self-administered questionnaire re-
garding their sexual practices with primary and other
partners, current HIV-infection status, and risk-re-
lated beliefs and practices. One question inquired
about frequency of cruising for sex partners in public
parks and other places during a typical month in the
past year. Another question asked participants if they
had made a commitment to never engage in unpro-
tected anal sex. An open-ended question asked re-
spondents to give their reasons for engaging in UIAI
during the past year. Questions about HIV-antibody
test results included: (1) "What was the result of your
last HIV-antibody (AIDS virus) test?" (2) "If you
have tested positive, when did you first learn of your
positive test results?" and (3) "If positive, are you
currently under medical care and/or counseling for
your HIV infection, and, if so, where?"
All participants were asked to collect a specimen
of oral mucosal transudate with an oral fluids collec-
tion device (Emmons et al, 1995). Specimens were
stored in vials and shipped to a certified Department
of Health Laboratory in Jacksonville, Florida, for
HIV-1 antibody testing. Testing for HIV-1 antibody
in oral fluids by modified ELISA, confirmed by West-
ern blot, has been shown to have a high degree of
sensitivity, specificity, and predictive value (Gallo et
al, 1997).
Analyses and Interpretation
Analyses for this report were restricted to men
who tested positive for antibody to HIV-1. Data from
the interview guide, self-administered questionnaire,
and laboratory report were linked by an identifica-
tion number, merged into a database, and analyzed
with the assistance of standard statistical programs
and computer software (Norusis, 1990).
Tables were created to examine independent, in-
tervening, and dependent variables of interest. Pear-
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son chi-square tests for statistical significance and as-
sociated levels of probability (p) were recorded from
contingency table analyses. Results of these and
other analyses (such as logistic regression) are dis-
played in the text and tables that follow.
RESULTS
Of 205 men enrolled, 51 (24.9%) tested positive
for antibody to HIV HIV-infected men ranged in age
from 23 to 49 years old (mean = 34; SD = 6.4) and
reported annual incomes ranging from $4,000 to
$120,000 (mean = $36,000; SD = $18,500). Twenty-
seven (52.9%) considered themselves to be White
and non-Hispanic. Most of the others considered
themselves to be Hispanic, Latino, or of Spanish
heritage. Forty-seven (92.2%) identified themselves
as "homosexual" or "gay;" 3 (5.9%) as "bisexual,"
and 1 (2.0%) as "heterosexual" or "straight."
HIV-infected men said they had been living in
South Beach from 1 month to 11.2 years (mean =
30.8 months; SD = 32.6) when they agreed to par-
ticipate in our study. Fourteen (27.5%) of the 51 men
infected with HIV had lived in South Beach for less
than 1 year when we invited them to participate.
Thirteen (25.5%) had resided in the area from 1 to
2 years, 9 (17.6%) from 2 to 3 years, 3 (5.9%) from
3 to 4 years, and another 3 from 4 to 5 years. Nine
HIV-infected men reported living in South Beach for
5 or more years.
All 51 HIV-infected men living in South Beach
had been tested for antibody to HIV at least once
before enrolling in our study. Half of the sample said
they had been tested four or more times (median =
4). Thirty-seven (74%) knew they were infected with
HIV when they agreed to participate. Thirty-five pro-
vided dates for their earliest HIV-positive tests. For
these 35 men, the average length of awareness of
HIV infection was over 5 years (median = 65.8
months; range = 3.5 months to 11.9 years).
HIV-Antibody Status and Sexual Risk-Taking
Twenty (39.2%) of the 51 HIV-antibody positive
men studied reported engaging in UIAI in the past
12 months. Seventeen (85.0%) of the 20 men in-
fected with HIV who had engaged in UIAI reported
that their last HIV-antibody test was positive, 2
(10.0%) said it was negative, and 1 (5.0%) did not
answer the question.
Five of 20 (25.0%) who knew they were HIV-
positive said they were in a mutually monogamous
relationship with an HIV-infected partner and had no
other sex partners (Table I). One who knew he was
HIV-positive was in a relationship with an HIV-nega-
Table I. HIV-Positive Men Who Reported Unprotected Insertive Anal Intercourse in the Last Year
Respondenta
Rl
R2
R3
R4
R5
R6
R7
R8
R9
R10
R11
R12
R13
R14
R15
S1
S2
S3
S4
S5
No. months
HIV-positive
44
101
Unknown
73
Unknown
121
5
Unknown
77
18
Unknown
100
143
134
87
97
61
5
4
4
Primary
partner
HIV-pos
No
No
No
HIV-pos
HIV-neg
No
No
No
HIV-neg
No
Unknown
No
No
HIV-neg
HIV-pos
HIV-pos
HIV-pos
HIV-pos
HIV-pos
Insertive
anal sex
Always
—
—
—
Sometimes
Always
—
—
—
W condom
—
No
—
—
Usually
Sometimes
Sometimes
Usually
Sometimes
Sometimes
Other anal
partners
99
64
49
34
29
23
19
19
19
19
11
9
7
4
0
0
0
0
0
0
Insertive
anal sex
Usually
Sometimes
Sometimes
Sometimes
Sometimes
Sometimes
Usually
Sometimes
Sometimes
Sometimes
Sometimes
Always
Sometimes
Usually
—
—
—_
—_
Ejaculation
w/o condom
Usually
Sometimes
Never
Never
Never
Sometimes
—
Never
Never
Never
Never
Never
Never
Never
—
——
—
—
—
Ejaculation
w condom
Sometimes
Sometimes
Sometimes
One partner
One partner
Sometimes
Sometimes
Sometimes
Usually
One partner
Sometimes
W 4 partners
Sometimes
Usually
—_
—
"Respondents were identified as engaging in risky (R1-R15) or safer UIAI (S1-S5) in the past year.
Counseling and Testing of HIV-Infected MSM in South Beach 119
tive primary partner, sometimes inserted his penis
without a condom into the rectum of his partner, but
always ejaculated into a condom and reported no
other partners. Of the remaining 14 MSM who en-
gaged in UIAI with other partners, 10 said they only
ejaculated while using condoms, 3 ejaculated while
using condoms most or some—but not all—of the
time, and 1 did not answer the question about fre-
quency of condom use in the past year.
Sociodemographic and other characteristics of
HIV-positive men who engaged in UIAI in the last
year (n = 20) and those who engaged in "risky"
UIAI with partners who might have been susceptible
to HIV infection (n = 15) were compared with HIV-
positive men who did not engage in these behaviors.
No differences were found by age group, race/eth-
nicity, sexual identity, geographic mobility, health
status, depressive mood, or the number of persons
known by the respondent to have HIV disease or
AIDS (Table II). Men who reported earning less than
$30,000 in 1995 were more likely than others to re-
port engaging in UIAI in the last year (p < .01).
Tible II. Characteristics of HIV-Positive MSM and Unprotected Insertive Anal Intercourse
(UIAI) in Last Year
Characteristic
Age 18-29 years old
Age 30 years and older
White, non-Hispanic
Asian, Black, Hispanic, other
Annual income <$30,000
Annual income £$30,000
Homosexual or gay
Bisexual or heterosexual
Moved >once in past 5 years
Moved once or not at all
Health status excellent
Health status good, fair, poor
Sometimes depressed
Never or rarely depressed
Know 10 or more PWH/A
Know 9 or fewer PWH/A
HIV-antibody tests 4 or more
HIV-antibody test 1-3 times
Last HIV-antibody test: Positive
Last test negative or unknown
Total
n
15
36
27
24
16
34
47
4
29
22
25
26
24
27
26
25
27
24
37
13
51
Any
UIAI0
(%)
40.0
38.9
33.3
45.8
68.8
26.5
38.3
50.0
41.4
36.4
40.0
38.5
41.7
37.0
46.2
32.0
40.7
37.5
45.9
15.4
39.2
P
.94
.36
.004
.65
.72
.91
.74
.30
.81
.047
"Risky"
UIAI*
(%)
33.3
27.8
29.6
29.2
50.0
28.6
29.8
25.0
31.0
27.3
24.0
34.6
29.2
29.6
38.5
20.0
29.6
29.2
32.4
15.4
29.4
P
.69
.97
.03
.84
.77
.41
.97
.15
.97
.24
"For each characteristic (e.g., age group), respondents who reported that they had engaged
in unprotected insertive anal intercourse in the past year (e.g., 40% of 15 men aged 18-29
years old) were compared with other men who reported the same (e.g., 38.9% of 36 men
aged 30 years and older).
6For each characteristic (e.g., age group), respondents who reported that they had engaged
in unprotected insertive anal intercourse in the past year with a partner whose HIV-infection
status was unknown or who was known to be HIV-negative (e.g., 33.3%) were compared
with other HIV-infected men who reported they had engaged in the same behavior (e.g.,
27.8%).
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Those who had been tested more frequently were
not any more likely to avoid insertive anal intercourse
or always practice safer insertive anal sex. MSM who
reported that their last HIV-antibody test was positive
were three times more likely to have engaged in UIAI
in the past year (45.9%) as those who did not know
they were infected with HIV (15.4%; p = .047).
Alcohol Use, Drug Use, and Sexual Risk-Taking
Among HIV-infected men in South Beach, alco-
hol and recreational drug use in the past year was
common. Forty-three (84.3%) said they had imbibed
alcoholic beverages in the past year. Forty-one
(80.4%) had tried at least one street drug. Over half
(51.5%) had smoked marijuana; slightly less than half
(49.0%) had taken a designer drug (amphetamine,
ecstasy, or "special k") in the last year. Five men
(9.8%) infected with HIV reported a history of in-
jection drug use.
Frequency of attending gay bars and nightclubs,
number of days drinking alcoholic beverages in the
past year, and the amount of alcohol consumed dur-
ing a day of drinking were not significantly associated
with UIAI (Table III). Nor were marijuana or co-
caine use in the past year. Use of nitrite inhalants
("poppers"), amphetamines, ecstasy, and "special k,"
however, was associated at the 95% level of confi-
dence with UIAI in the last year, but only the use
of inhalants was associated with UIAI among HIV-
infected MSM with partners who might be suscepti-
ble to HIV-1 infection.
Removing the five men who said they were in
mutually monogamous relationships with HIV-1 in-
fected partners diminished the strength of relation-
ships between designer drug use (ecstasy,
amphetamines, and "special k") and self-reports of
UIAI. Tb a lesser extent, transferring these five men
from one category ("risky") to another ("safer") also
affected the observed association between nitrite in-
halant use and UIAI in the past year.
Sexual Practices and Sexual Risk-Taking
Age for first sexual experience with a male part-
ner ranged from 5 to 27 years old (median = 15).
Many of the HIV-positive men in our sample (60.8%)
reported engaging in sexual activities with 100 or
more male partners during their lifetimes. Almost all
(94.1%) said they had engaged in oral or anal sex
with at least one male partner in the last year.
The majority (58.8%) of HIV-infected men said
they had visited parks, beaches, public rest rooms,
bookstores, and other cruising places to meet sex
partners in the last year. One out of four (27.4%)
said he was high on alcohol or drugs at least half of
the time while having anal sex with a man in the past
year. The median number of anal sex partners in the
last year was 5 (range = 0-100).
One-third of the HIV-positive men studied in
South Beach said they were in a sexual relationship
with a primary partner at the time of interview. Num-
ber of partners reported in the past year was associ-
ated with relationship status. Six men who said they
had a "special commitment" with a primary partner
reported no other partners in the past year, but, as
noted above, all six reported engaging in UIAI with
their primary partners.
HIV-infected men who engaged in UIAI tended
to cruise public places looking for sex partners (Table
IV). Those who did not had made a commitment to
others to never engage in unprotected anal inter-
course. When the five men who only had UIAI with
primary partners who were known to be infected with
HIV were eliminated from analyses, a commitment
to self and commitment to others reduced sexual
risk-taking. For men without primary partners, num-
ber of male partners in a lifetime and in the past
year were associated with insertive anal intercourse
without a condom.
Reasons given by respondents for engaging in in-
sertive anal intercourse without a condom were simi-
lar for those with and without primary partners.
HIV-infected men who engaged in UIAI with a pri-
mary partner said they did so for rational reasons ('At
that point I knew we were both positive"), hedonistic
reasons ("[I] Love it!!"), or empathetic reasons ("He
wanted it!"). Those who knew they were HIV-positive
and engaged in insertive anal intercourse with men
who were not primary partners said, "Because he
wanted me to, knowing my HIV-positive status—also,
I literally have no pre-cum," "Better sensation than
[with] a condom," and "They didn't say no."
HIV-infected men who thought they were still
negative or were uncertain of their current HIV-an-
tibody status gave very similar explanations. One
said, "I'm at less risk, plus I had no cuts on my penis
and did not cum inside." Another said, "I wanted
badly to feel it." And a third man who was infected
with HIV and didn't know it said, "It felt more natu-
ral." Other reasons for UIAI cited by HIV-infected
men in South Beach were: "They don't ask [you] to
put on a condom so they don't care" and "Stupidity."
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Ibble III. Alcohol Use, Drug Use, and Unprotected Insertive Anal Intercourse (UIAI) during
Last Year
Variable
Bars/clubs at least once a week
Bars, clubs less than once a week
Alcohol 3 or more days in a week
Drinks less than 3 days in a week
Drinks: 3 or more in a day
Less than 3 drinks in a day
Smoked marijuana in last year
Did not smoke marijuana in last year
Used cocaine in last year
Did not use cocaine in last year
Used ecstasy in last year
Did not use ecstasy in last year
Used nitrite inhalants in last year
Did not use amyl or butyl nitrites
Used amphetamines in last year
Did not use amphetamines
Used "special k" during last year
Did not use "special k" in last year
Used at least one designer drug'
Did not use designer drug in last year
Tbtal
n
21
30
16
27
28
22
26
25
22
29
22
29
20
31
15
36
21
30
25
26
51
Any
UIAI"
(%)
42.9
36.7
31.3
44.4
42.9
31.8
38.5
40.0
45.5
34.5
54.5
27.6
60.0
25.8
66.7
27.8
61.9
23.3
56.0
23.1
39.2
P
.66
.39
.42
.91
.43
.05
.01
.01
.01
.02
"Risky"
UIAIb
(%)
33.3
26.7
25.0
29.6
32.1
22.7
34.6
24.0
27.3
31.0
36.4
24.1
45.0
19.4
40.0
25.0
42.9
20.0
40.0
19.2
29.4
P
.61
.74
.46
.41
.77
.34
.05
.28
.08
.10
"For each variable, respondents who reported that they had engaged in unprotected insertive anal
intercourse in the past year (e.g., 42.9% who visited gay bars and clubs at least once a week)
were compared with men who reported the same (e.g., 36.7% who visited less often).
fcFor each variable, respondents who reported that they had engaged in unprotected insertive anal
intercourse in the past year with a partner whose HIV-infection status was unknown or who was
known to be HIV-negative were compared with others who reported the same behavior.
"^Respondents who reported using ecstasy, "special k," or methamphetamines in the past year were
compared with other HIV-infected men who did not report using any of these drugs.
Multivariate Analyses
Logistic regression analyses tended to support
bivariate analyses of variables associated with UIAI.
Lower annual income, the use of designer drugs or
nitrite inhalants, cruising public places, and number
of anal sex partners in the past year were the best
predictors of UIAI. For example, a simple model
that included annual income, nitrite inhalant use,
and number of anal sex partners in the past year as
independent variables successfully predicted 82% of
UIAI reported by respondents (p < .01).
When the five mutually monogamous HIV-posi-
tive couples were reassigned from risky to safer, vari-
ables measuring drug use were no longer significant
in logistic regression models. HIV-positive men who
were most likely to engage in insertive anal inter-
course that could transmit the virus that causes AIDS
tended to have lower incomes, were not committed
to a primary partner, cruised public places looking for
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Table IV. Sexual Practices and Unprotected Insertive Anal Intercourse (UIAI) in Last Year
Variable
First sex with a man: 16 or younger
First sex with a man: 17 or older
Lifetime sex partners 100 or more
Lifetime sex partners 99 or less
Oral or anal sex in last year
No oral or anal sex in last year
Had anal sex while high in last year
No anal sex while high in last year
Eight or more partners in last year
Seven or fewer partners in last year
Four or more anal partners in last year
Three or fewer anal partners in last year
Had a primary partner in last year
No primary partner in last year
Self-commitment to safer sex
Made no such commitment
Made commitment to others
Made no such commitment
Cruised public places looking for sex
Did not cruise during the past year
Total
n
33
18
31
20
48
3
27
24
27
24
30
21
17
34
35
13
22
26
30
21
51
Any
UIAI"
(%)
39.4
38.9
48.4
25.0
41.7
0
51.9
25.0
44.4
33.3
46.7
28.6
64.7
26.5
34.3
53.8
22.7
53.8
53.3
19.0
39.2
P
.97
.09
.15
.05
.42
.19
.01
.22
.03
.01
"Risky"
UIAI*
(%)
36.4
16.7
41.9
10.0
31.3
0
37.0
20.8
44.4
12.5
46.7
4.8
35.3
26.5
20.0
53.8
13.6
42.3
46.7
4.8
29.4
P
.14
.01
.25
.20
.01
.001
.51
.02
.03
.001
"For each variable (e.g., first sex with a man: 16 or younger), respondents who reported that they
had engaged in unprotected insertive anal intercourse in the past year (e.g., 39.4% of 33) were
compared with other men who reported the same behavior (e.g., 38.9% of 18).
*For each variable, respondents who reported that they had engaged in unprotected insertive anal
intercourse in the past year with a partner whose HIV-infection status was unknown or who was
known to be HIV-negative (e.g., 36.4% of 33) were compared with other HIV-infected men (e.g.,
16.7% of 18) whose partners might have been susceptible.
sex partners, and reported having anal intercourse
with many partners during the past year. For this sam-
ple of MSM in South Beach, a simple model used to
predict reports of UIAI based on measures of annual
income and number of anal sex partners successfully
predicted 92% of risky sexual behavior (p < .001).
Reliability of Self-Reports
Two questions were asked at the end of the self-
administered questionnaire to assess the reliability of
self-reports of HIV-antibody status, sexual risk-tak-
ing, and other behaviors. Forty-five (88.2%) of the
51 men who tested positive said their answers to the
interviewer were "completely honest," 5 (9.8%) said
"mostly honest," and 1 (2.0%) said "somewhat hon-
est." Forty-seven (92.2%) said their written responses
to the more sensitive questions in the self-adminis-
tered instrument were "completely honest" and 4
(7.8%) said "mostly honest."
DISCUSSION
Our research with HIV-infected men in South
Beach provides further evidence for continued sexual
risk-taking among MSM and against current public
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health measures to prevent HIV transmission (Lan-
dis et al., 1992). Few HIV-infected men, including
those who know they are HIV-positive, become celi-
bate (Martin et al., 1989). Most (over 90% in our
sample) continue to engage in oral or anal sexual ac-
tivities with other men, but make accommodations
based on their social situations, personal charac-
teristics, and evidence available to them (Siegel et al,
1988).
Compromises include restricting unprotected
sexual activities to a primary partner, using a condom
when ejaculating during anal intercourse, and nego-
tiating safer sex in other ways (Offir et al, 1993).
Thirty percent of our sample reporting UIAI re-
stricted their interpersonal sexual activities to a pri-
mary partner. In most cases, the partner was
reported to have a concordant HIV-infection status,
but troubling was the observation that three of five
of these men may have become infected in the past
year by having unprotected anal intercourse with an
HIV-positive primary partner. More disturbing was
the admission by a man who knew he was infected
that his sole partner for UIAI was HIV-antibody
negative.
Among those with multiple anal sex partners in
the past year, condoms were used frequently. How-
ever, condoms were not always used by HIV-infected
men who engaged in insertive anal intercourse with
partners who might have been susceptible to HIV in-
fection. When condoms were used, they were usually
unfurled over the erect penis just before ejaculation
and were placed there to capture semen. UIAI be-
fore ejaculation was a common adaptation reported
by HIV-infected MSM in South Beach.
Three sets of reasons for engaging in risky sex-
ual behaviors that can transmit the AIDS virus were
offered by study participants: rational, hedonistic,
and empathetic. Some men seemed to be taking the
information available to them in public health mes-
sages and rationally calculating their chances of
transmitting HIV infection (an undesirable outcome)
against their chances for mutual enjoyment (a desir-
able outcome) (Pinkerton and Abramson, 1992). By
focusing more exclusively on their own sexual satis-
faction, other men expressed little concern about the
risk they might be creating for themselves or their
sex partners (Gold et al, 1994). Still others, however,
appeared to be very much concerned about pleasing
their sex partners as much as themselves and, for
such empathetic reasons, agreed to participate in un-
safe sex (Sacco and Rickman, 1996). Knowledge of
one's HIV-infection status appeared to be a minor
consideration in the final outcome of sexual scenar-
ios. Other factors that cannot be adequately ad-
dressed in one or two brief counseling sessions were
more important (Bauman and Siegel, 1987).
Correlates of Sexual Risk-Taking
Earlier studies conducted in northern, midwest-
era, and western states indicated that younger (Stall
et al, 1992) and minority (Lemp et al, 1994) MSM
were more likely to report engaging in risky sex. In-
vestigators have postulated that risk-takers are not
being reached by HIV-prevention messages and have
not witnessed the deaths of many friends and com-
panions (Doll et al, 1990). In South Beach, no dif-
ferences were found by age or minority status: older
HIV-infected men were just as likely as younger HIV-
infected men, and White, non-Hispanic men were
just as likely as Hispanic and other minority men to
report engaging in UIAI in the past year.
The lack of association of UIAI with age and
minority status may be attributed to the transiency
of the population of gay men in South Beach. As we
have shown, most of our HIV-infected respondents
arrived in the past 5 years and came to South Florida
aware of their HIV-infection status. The gay commu-
nity in South Florida is not as well organized to com-
bat AIDS and promote HIV prevention as gay
communities elsewhere and some men may have
moved to South Beach to escape constant reminders
of the plague in their midst (Albin, 1995). Alterna-
tively, our more recent research may mark a dissipa-
tion in differences among subpopulations not noted
in studies conducted before the introduction of com-
bination drug therapies for HIV disease. Additional
research will be required to determine if our findings
are unique or indicative of a national trend.
Although we found no differences in self-reports
of UIAI by age or race/ethnicity, we observed a sig-
nificant difference in reports of UIAI by income.
HIV-infected MSM living in South Beach on lower
annual incomes were more likely to report engaging
in UIAI in the last year than those with higher in-
comes. In logistic regression models, lower income
levels and larger numbers of anal partners were the
two best predictors of UIAI. No one to our knowl-
edge has found lower income to be such an impor-
tant predictor of risky sex. Our finding may be
spurious or unique to the resort area of South Beach
and our focus on HIV-infected men who live there.
Research now being conducted by our research team
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intends to explore and further characterize the cul-
ture of sexual celebration that has been identified
with the area.
With the possible exception of nitrite inhalants,
alcohol and drug use appeared to be unrelated to
UIAI among HIV-infected men in South Beach.
Cross-sectional studies of MSM conducted in the
mid-1980s showed global associations between risky
sex and alcohol and drug use, but subsequent cohort
studies suggested that these associations decreased as
MSM changed their behaviors in response to AIDS
awareness (Leigh and Stall, 1993). HIV-infected men
who continue to engage in UIAI may use amyl and
isobutyl-nitrite inhalants and other recreational drugs
to a greater extent than those who avoid UIAI (Rob-
ins et al., 1994), but there is little evidence to support
the popular contention that inebriation leads to un-
safe sex.
HIV-infected MSM who engaged in UIAI
tended to do so with their primary partners or with
casual partners that they might have encountered
while cruising public places looking for sex partners.
The greater the number of anal sex partners in the
past year, the greater the likelihood that the respon-
dent would report engaging in UIAI. Our findings
regarding risky sexual behaviors and situations that
could transmit HIV seem to be consistent with those
reported for MSM from as far away as Sydney, Aus-
tralia (Gold et al., 1994), and as close by as Tampa,
Florida (Sacco and Rickman, 1996), suggesting that
our observations may not be unique to South Beach.
Implications
Caution must be exercised when considering the
implications of our findings. Our sample of HIV-in-
fected men was small, limited information was ob-
tained, and our study was not designed to evaluate
the efficacy of C&T under ideal conditions. South
Beach has evolved as a popular destination for gay
men within the last 10 years; the area is undergoing
rapid transformation. In contrast to San Francisco,
New York, and other large metropolitan areas, few
MSM have lived in South Beach for 5 years or
longer; a gay community is struggling to form here.
However, our research site has not been previously
surveyed for AIDS-related risk behaviors, our data
were collected very recently (1996), and our study is
one of two with a representative sample of young
MSM living in households (Osmond et al., 1994). Im-
portantly, our findings are consistent with other stud-
ies which indicate C&T has very limited effectiveness
in changing sex and prophylactic behaviors (Higgins
et al., 1991) and may be harmful to the extent that
some HIV-infected men continue to behave as if they
are uninfected if they know their most recent test re-
sult was negative (Phillips et al., 1995).
Recommendations
C&T, designed to be a cornerstone in national
prevention efforts, serves to assist HIV-infected
MSM who receive their HIV-1-positive test results to
enter into medical care, but it does not stop many
men from having sex (Valdiserri et al, 1988). Quite
often, the sex is safe. Sometimes, it is not. At this
point in the AIDS epidemic, C&T delivered in health
care facilities is ineffective in promoting and main-
taining the level of behavior change required to stop
HIV infections among MSM. A new generation of
more promising social and behavioral interventions
is needed to reduce the level of sexual risk-taking oc-
curring among MSM in South Beach and elsewhere
in the United States.
Resources will be required to develop, imple-
ment, and evaluate more effective social and behav-
ioral interventions for HIV prevention (Auerbach et
al, 1994). These resources must be committed to pri-
mary prevention and therefore must come from the
public sector. If new resources cannot be obtained
by those in leadership positions, resources now de-
voted to CTRPN and other activities of little value
to primary HIV-disease prevention must be redi-
rected. The American people deserve a more effec-
tive HIV-prevention program than the one currently
in place (Committee on Government Operations,
1993).
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